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FIELDWORK SUMMARY REPORT
Abstract
My fieldwork experience took place at the World Health Organization in Geneva,
Switzerland, where I completed over 420 hours of practical experience. My fieldwork
focused in the field of mental health, working on disorders management (psychosis,
depression and suicide) and evidence-based research, but more specifically focusing on
schizophrenia, premature death in severe mental disorders, and maternal mental health.
Although my fieldwork focused within these areas, for the purpose of this final report, I
have opted to focus on my contributions to the research around schizophrenia and
premature death within severe mental disorders. Specifically, I contributed to multiple
fact/information sheets for the WHO website around disorders management, as well as
contributions toward a paper titled “Living a healthy life with schizophrenia”, which is to
be published for World Mental Health day in October 2014.
Having successfully completed a rigorous course load in my graduate and
undergraduate education at the University of San Francisco, I was well prepared for the

work I undertook. I possessed a strong determination to not only challenge myself with the
projects but to ensure I produced high caliber work. As my passions lie within the realm of
mental health and public policy, reducing stigma, and bringing about awareness of human
rights, regardless of a person’s mental health status, I found myself not only motivated
every day, but also eager to devour the information available. My fieldwork placement was
the perfect fit and the opportunities it presented and the people I met were irreplaceable.
This Fieldwork Summary Report will provide an overview of the main projects that I
worked on, how they were implemented, the end results and public health significance, and
the competencies addressed. Additionally, you will find a brief summary of my overall
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experience at the WHO, including my participation on the WHO Intern Board, and the
various professional events I had a chance to attend while living in Geneva.
Fieldwork Summary Report
For my culminating capstone fieldwork experience in the University of San
Francisco’s (USF) Master of Public Health (MPH) program, I was selected to intern with the
World Health Organization (WHO) in Geneva, Switzerland. Within the WHO, I was offered
a position as an intern with the Department of Mental Health and Substance Abuse, which
falls under the Non-communicable Diseases cluster.
“The WHO is the directing and coordinating authority for health within the United
Nations (UN) system. It is responsible for providing leadership on global health matters,
shaping the health research agenda, setting norms and standards, articulating evidencebased policy options, providing technical support to countries, and monitoring and
assessing health trends” (WHO, 2013a).
At the 66th World Health Assembly in 2013, mental health received a significant
amount of attention and the Mental Health Action Plan (WHO, Mental Health Action Plan
2013-2020) was put into effect to further raise awareness around the world about mental
health. The WHO’s Mental Health Action Plan prepares for “all different aspects of services
required to provide a healthy life for people living with mental disorders including
schizophrenia. The global plan emphasizes that persons with mental disorders should be
able to access, without the risk of impoverishing themselves, essential health and social
services that enable them to achieve recovery and the highest attainable standard of health.
WHO promotes global actions using guidelines that are not only based on evidence but also
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observe the human rights of service users, which is why obtaining recovery has been
observed as one of the favorable outcomes of access to service (Yasamy, M., et al, 2014).
The majority of my work focused on preparing and producing the paper for World Mental
Health Day, in which the theme is “Living with schizophrenia”. This paper can be viewed in
the Appendix section at the end of this report. After reviewing multiple systematic reviews
and meta-analyses, I contributed to the production of various fact sheets that were used as
a basis for the published article. Our findings showed that people with schizophrenia not
only can recover but also can live a healthy life. This will be my area of focus for this report
as well fully addressing the projects, methods, public health significance, and competencies
achieved within the Department of Mental Health and Substance Abuse.
Background: Department of Mental Health and Substance Abuse
Working in the World Health Organization’s Department of Mental Health and
Substance Abuse provided me global insight from the world’s expert on health about
mental health, not only in developed countries but also in the developing world and efforts
being made to raise awareness around the importance of mental health. My work in this
department allowed me to grasp firsthand not only the comprehensive nature of this field,
but further motivated me and reinforced my passion for raising awareness around mental
health. It also helped to reinforce in me the notion that there is no health without mental
health, which is an area of focus for the WHO (Lancet, 2011).
Mental health has been slowly gaining more attention in the last few years, not only
in developed countries, but also in developing countries. The Member States turn to the
WHO for guidance around training local community health workers around mental health
awareness and advocacy. Unfortunately, in many developing countries, there are no
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psychiatrists, psychologists or any specialist trained in mental health and thus, community
health workers are finding themselves the ones meeting with patients who are displaying
characteristic symptoms of certain mental illnesses. However, the patients do not have the
education about these illnesses and believe there is something wrong with them or they are
possessed. In the paper I collaborated on, one of the points that arose was around mental
illness and the stigma often associated with it. Yasamy (2014) shares that
the inappropriate term “schizophrenic” is commonly used by the public and even by
some caregivers to refer to a person who is living with schizophrenia. This term
eclipses the human and social nature of that individual, and renders them as purely
a diagnosis. People living with schizophrenia experience discrimination and
violations of their rights both inside and outside institutions. In everyday life they
face major problems in the areas of education, employment, and access to housing.
As previously mentioned, even access to health services is more challenging (p. 3).
A person living with a severe mental disorder (depression, bipolar disorder and psychosis,
including schizophrenia), face this stigma every single day and organizations like the WHO
are striving to change this outlook. Mental illness is a disorder, but it does not define a
person. I have Obsessive Compulsive Disorder and it is something I do not like discussing
because of the stigma associated with it; however, I have been clinically diagnosed with it
and know first hand how it feels to be unable to function in daily life due to the obsessions
and the severe anxiety surrounding it, and I sought help and it is much more manageable.
However, if someone with schizophrenia openly shares that, people often assume they
have multiple personalities, which is incorrect. Delusions and hallucinations are part of the
illness but it is commonly mistaken as multiple personality disorder. As a whole, society
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there needs to be further education provided around mental illness and also understanding
around the detrimental effects these illnesses can have on daily life.
A person is defined by their unique personality traits, elements that make them who
they are – an artist, a son/daughter/husband/wife/mother/father, etc., an educator, blueeyed, passionate, creative, understanding, compassionate, or whatever characteristic the
person identifies themself with. A person is not their illness though; when meeting
someone for the first time and asking what do they do, the question is not asking what their
health (mental or physical) status is, but rather, how that person sees himself/herself.
Unfortunately, due to a variety of factors, premature death is very high in persons
with severe mental disorders. People with a severe mental disorder have been found to die
earlier than the general population and also have higher rates of mortality, resulting in a
10-25 year life expectancy reduction. Specifically, for people with schizophrenia, mortality
rates are 2 to 2.5 times higher than the general population (Yasamy et al, 2014).
There are many risk factors to consider for a patient with a severe mental disorder
(depression, bipolar disorder or psychosis including schizophrenia) especially surrounding
premature death. The risk factors are listed below in Figure 1 (created by Dr. Yasamy and
myself), which summarizes the association of different proposed factors contributing to
premature death among people with schizophrenia and other severe mental disorders.
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Schizophrenia is a horrible disease but with the right support system, a person diagnosed
with schizophrenia can live a healthy life. Anti-psychotic medication management has its
place, but it is not the only solution. It is imperative to provide equal access to health care
for both mental and physical maladies; the mental illness should not be the only
acknowledged illness, especially if the person is there for a physical concern that has
nothing to do with their mental health. However, mental health should not be ignored and
the treating clinician/community health worker/nurse/etc., needs to take the physical and
mental health into consideration when treating a patient.
In addition, various stakeholders play a key role in the road to recovery. Families,
the health sector, communities/societies and the social sector all have valid roles to play,
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but the main message to share is to not only empower but also support people with
schizophrenia and any other type of mental illness. This can be done through providing
social, cultural, physical and mental health support, including assisting the persons with
schizophrenia to find employment, continue/complete their education, and find/maintain
housing.
A second component of my work on this publication included a comprehensive
editing of the entire publication as it went through multiple stages of feedback and review
in the department. This process included spelling and grammatical checks, a detailed
review for consistent terminology per WHO protocol, examination of sentence structure
and thought process, and thorough reference review for correct citations. The ability to
effectively convey information to the general public is a vital component in the field of
public health, and the chance to not only contribute to the paper but also offer feedback
and conduct the final review before publication was an amazing opportunity to further
improve my communication skills.
I found that my core Biostatistics course provided a basis for my understanding of
the projects I was responsible for at WHO, but I also found that the information I learned
from my Epidemiology, Public Health Leadership and Administration, Communicating for
Healthy Behavior and Social Change and the Social Justice courses were all useful and
needed on a daily basis. USF competencies achieved in my work at the WHO included:
assessing, monitoring, and reviewing the health status of populations and their related
determinants of health, applying theoretical constructs of social change and health
behavior, identifying and applying ethical, moral, and legal principles, developing programs
responsive to the diverse cultural values and traditions of the communities being served,
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identify and prioritize the key dimensions of a public health problem by critically assessing
public health literature using both quantitative and qualitative sources, and effectively
communicate public health messages to a variety of audiences, which I believe all occurred
through our publication.
This project was rooted in the CEPH biostatistics, specifically around rates
associated with various risk factors, such as smoking, diabetes, and obesity, to name a few,
but also emphasized the core areas of epidemiology and social and behavioral sciences core
knowledge area. My work also incorporated ASPH values such as diversity and culture, and
communication and informatics.
Extracurricular Involvement
In addition to my main work, the opportunity to join the WHO Intern Board fell into
my lap. I began teaching an intern spin class once a week as the Fitness center only had
two intern classes and the rest required payment, which as an unpaid intern living in
Geneva, was a difficult feat. The fitness center also was very limited in terms of equipment
and thus, free classes were essential. I volunteered to teach a spin class once a week for
free and through this class was invited to join the intern board as one of the two Sports
Coordinators. We coordinated with several local organizations and resources to establish
connections and learn about sports/outdoor activities available to all interns living in
Geneva, not only WHO interns.
Through joining the intern board, I not only met other interns, but also was able to
network more effectively. Along with the help of the other Sports Coordinator, we fought
and bargained for rights for the interns, through meeting with the Human Resources intern
representative and the Fitness center staff to discuss not only safer equipment, but also
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resources for interns to exercise without having to pay an exorbitant sum. There is a lovely
gym available on the top floor but is leased out by an external source and unfortunately, as
it is his personal equipment, we would have to pay to use this facility. One other intern and
myself offered a free class (spin and yoga), which was beneficial, but there does need to be
other resources available for interns that wish to engage in physical fitness activities. Upon
leaving, we made advances but weren’t able to solve all of the problems with the fitness
center, but made significant progress.
Conclusion
My internship at the WHO was an experience I can never repeat; this was a once in a
lifetime experience and I am truly honored to have been selected and to have received a
position in the department I was most interested in working in. Many interns simply get
placed in an open office, and I was lucky enough to find an opening in the area I am most
passionate about. I cold-called via email to every member of the Department of Mental
Health and Substance Abuse and received a response to one of my emails and was offered a
position as an intern within days.
The knowledge and experience I gained while interning at the WHO is
immeasurable. I look forward to one day returning to an organization within the United
Nations, working in the public health sector, perhaps in policy and advocacy, and making a
difference in developing countries. The burden of mental illness is seen as that – a burden,
and people are stigmatized to a point where coping daily seems impossible. Mental illness,
ranging from anxiety disorder to depression to schizophrenia, is still an illness and should
be seen in the same way as a physical illness such as cancer, heart attack or a tumor.
Simply because the doctor can’t physically see what’s wrong in all cases does not mean
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there isn’t a problem that needs attention. A person with a mental illness may feel helpless
due to previous experience, and if a physical medical condition occurs, he/she may be
hesitant to seek care due to the stigma associated with his/her illness and become sicker.
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Appendices
Learning Objectives/Goals
Internship Dates: 15 May 2014-15 August 2014
Location: World Health Organization, Noncommunicable Diseases, Mental Health and
Substance Abuse

My supervisor created Terms of Reference for me, as they call them here at the World
Health Organization. They are equivalent to objectives and goals and can be viewed below.
Terms of Reference:
1. Contributing to the development of maternal mental health and health training
modules
1.1 Amend mhGAP training documents accordingly
2. Contributing to other departmental activities including the preparations for the
World Mental Health Day and for collaborative activities for the Cluster for
Noncommunicable Diseases and Mental Health
2.1 Finalizing Fact Sheet for Premature Death
a. Research articles surrounding premature death and severe mental
illness
2.2 Finalizing paper for World Federation of Mental Health
a. Co-authoring paper and preparing fact sheets around severe mental
disorders and specifically one on schizophrenia
3. Prepare for World Mental Health Day (held in October every year); this year’s theme
is Living with Psychosis
3.1 Prepare guidelines, advocacy materials and training documents
3.2 Focus around human rights and premature death for those living with
psychosis
3.3 Revising mhGAP: revision emphasis on psychosis
I also have the opportunity to publish a paper, most likely via the WHO Bulletin, an online
document, in collaboration with others in the department.
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Terms of Reference (as provided by WHO)
Anna Cross
Fieldwork Experience
Learning Objectives/Goals
Internship Dates: 15 May 2014-15 August 2014
Location: World Health Organization, Noncommunicable Diseases, Mental Health and
Substance Abuse
My supervisor created Terms of Reference for me, as they call them here at the World
Health Organization. They are equivalent to objectives and goals.
Terms of Reference:
4. Contributing to the development of maternal mental health and health training
modules
4.1 Amend mhGAP training documents accordingly
5. Contributing to other departmental activities including the preparations for the
World Mental Health Day and for collaborative activities for the Cluster for
Noncommunicable Diseases and Mental Health
5.1 Finalizing Fact Sheet for Premature Death
b. Research articles surrounding premature death and severe mental
illness
5.2 Finalizing paper for World Federation of Mental Health
b. Preparing 2 power points to accompany paper
6. Prepare for World Mental Health Day (held in October every year); this year’s theme
is Living with Psychosis
6.1 Prepare guidelines, advocacy materials and training documents
6.2 Focus around human rights and premature death for those living with
psychosis
6.3 Revising mhGAP: revision emphasis on psychosis

I also have the opportunity to publish a paper, most likely via the WHO Bulletin, an online
document, in collaboration with others in the department.
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Professional Publication:
To be published for World Mental Health Day October 10, 2014

Living a healthy life with schizophrenia
Paving the road to recovery
MT. Yasamy, A. Cross, E. McDaniell, S. Saxena
Background
People with schizophrenia can recover (1, 2).The service users, their families, communities
and the health and social care providers need to recognize such a possibility and maintain
realistic hope during treatment (1, 3). However, for most of the affected population in the
real world, especially those with poor psychosocial support, this would be a lengthy and
strenuous journey. One extreme for people living with schizophrenia is immediate and
complete recovery; the other is enduring disability. The gray zone in between embraces the
majority of affected people.
We briefly review the different requirements for a better outcome among people with
schizophrenia, as well as how certain changes and interventions can contribute to the
healthy life that is attainable for people living with schizophrenia. A “healthy life” here
refers to the WHO definition of health which comprises physical, mental and social health.
Respecting the human rights of people with schizophrenia is an overarching principle
which needs to be recognized across all these interrelated aspects of health.
Physical Health
- Premature mortality
An important phenomenon observed among people with schizophrenia and other severe
mental disorders is poor physical health and premature death. Such physical health
disparities have rightfully been stated as contravening international conventions for the
'right to health' (4, 5). The physical health of people with severe mental illness is commonly
ignored not only by the service users themselves but also by people around them and even
by health systems.
People with severe mental disorders including schizophrenia experience
disproportionately higher rates of mortality (6, 7), often due to physical illnesses such as
cardiovascular diseases, metabolic diseases, and respiratory diseases (8). The mortality
gap results in a 10-25 year life expectancy reduction in these patients (4, 5, 9-11). For
people with schizophrenia mortality rates are 2 to 2.5 times higher than the general
population (9, 12).
- Physical health conditions
Convincing evidence indicates that people with schizophrenia have higher prevalence rates
of cardiovascular problems, HIV infection, and obstetric complications (in women). There
is also good evidence that they are more likely to become overweight, develop diabetes,
hyperlipidaemia, dental problems, impaired lung function, osteoporosis, altered pain
sensitivity, sexual dysfunction and polydipsia or be affected by some infectious diseases
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such as hepatitis and tuberculosis as compared with the general population (13). Different
factors contribute to premature death. Fig. 1 summarises the association of different
proposed factors contributing to premature death among people with schizophrenia and
other severe mental disorders.

-

Unhealthy life style and factors of risk

Heavy smoking is about 2-6 times more prevalent among people with schizophrenia as
compared with the general population, with prevalence rates between 50 and 80% (14).
Even as compared with people with other severe mental illnesses, being a current smoker
is 2-3 times more common among people with schizophrenia (15). Particularly high rates
of smoking are observed among patients hospitalised for psychiatric treatment (16).
Patients with schizophrenia are often at greater risk for being overweight or obese, with
estimated prevalence rates between 45 and 55% (12, 14, 17). People with schizophrenia
have demonstrated lower levels of physical activity and physical fitness than the general
population, which may be due to the limited ability to be physically active, being
overweight or obese, higher smoking rates and side effects from anti-psychotic medication
(18).
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Impact of health and treatment systems

Institutionalization commonly robs service users of the space and the autonomy required
for being mobile and physically active. Many institutions lack structured balanced or
individualised dietary regimes and people may gain weight and even become obese.
Furthermore, many antipsychotic medicines increase appetite, and if not monitored
regularly, may directly or indirectly contribute to substantial metabolic changes, which can
lead to diabetes, hyperlipidaemia and hypertension (19). Estimated prevalence rates for
diabetes and hypertension in patients with schizophrenia are between 10 and 15% and
between 19 and 58% respectively (14).
The elevated physical health risks associated with schizophrenia and other severe mental
illnesses indicate a stronger need for close and regular health monitoring. Paradoxically,
people with severe mental illness receive less medical care for their physical problems as
compared with others (20).
Being in good physical health is a crucial aspect for quality of life; however, it is known that
people living with schizophrenia and other severe mental illness have a higher prevalence
of physical diseases compared to the general population (21). Promoting collaboration
between mental and physical health is vital for improving care of people with severe
mental illness. The diagnosis of physical conditions is commonly overshadowed by a
psychiatric diagnosis and delayed diagnosis makes interventions less effective or even
impossible (22).
Mental and Social Health problems
A common but harmful mistake is to identify people with schizophrenia simply as a clinical
diagnosis. The inappropriate term “schizophrenic” is commonly used by the public and
even by some care givers to refer to a person who is living with schizophrenia. This term
eclipses the human and social nature of that individual, and renders them as purely a
diagnosis. People living with schizophrenia experience discrimination and violations of
their rights both inside and outside institutions. In everyday life they face major problems
in the areas of education, employment, and access to housing. As previously mentioned,
even access to health services is more challenging.
People living with a severe mental disorder are also likely to suffer from other mental
disorders such as depression and substance abuse. Lifetime prevalence of suicide among
those living with a severe mental disorder is around 5% which is much higher than that in
the general population (23, 24). Higher prevalence of substance use among people with
schizophrenia along with some other factors contributes to the higher reported violent
activity among them and to their higher rates of victimization alike (24). People with
severe mental illnesses, including schizophrenia are also more likely to be homeless,
unemployed, or living in poverty (25, 26).

Interventions

FIELDWORK SUMMARY REPORT

22

In many countries efforts have begun to better improve the physical health of people with
schizophrenia whilst simultaneously encouraging the social and education sector to
provide better access to service for people with severe mental illness. Treatments should
not be limited to pharmacotherapy. Non-pharmacological psychosocial interventions are
gaining an increasing importance and should be considered an adjunctive component of
mental disorder management. Psychosocial interventions are also effective at preventing
some of the side effects of antipsychotic medications. A meta-analysis has shown the
enduring effects of a range of non-pharmacological interventions at reducing antipsychoticinduced weight gain, namely individual or group interventions, cognitive–behavioural
therapy and nutritional counselling (27).
We are sharing two examples of services which integrate different aspects of health and are
summarized in boxes 1 and 2.
Box 1. Example of fountain house(28)
Fountain House, based in US but with a global reach, has already developed an
initiative which is community based, recovery oriented and at the same time very
sensitive about the general well-being and physical health of the service users.
Their reports point to a high level of success and satisfaction of the service users and to
“reversing the trend” in this regard and “Bringing hope to mind”. The programmes
are comprehensive. They include wellness, education, employment and housing. Their
meticulous concern about the physical health of the service users is reflected across
many of their reports of activities and achievements. The “Health Home” of their
Sidney Baer Centre is a good example of responding to this commonly ignored need.

Box 2. Chain free initiative in Mogadishu (29, 30)
The “chain free initiative” in Somalia is an example of scaling up a community oriented
service model in a poor resource country. WHO/EMRO started this low cost
programme in Mogadishu and then expanded to similar contexts. The programme
includes three phases: Phase 1. (chain-free hospitals) includes removing the chains, and
reforming the hospital into a patient friendly and humane place with minimum
restraints. Phase 2. Chain-free homes: Organizing mobile teams and home visits,
removing the chains, providing family psycho-education, and training family members
on a realistic, recovery-oriented approach. Phase 3. (Chain-free environments)
removing the “invisible chains” of stigma and restrictions to human rights of persons
with mental illness, the right to universal access to all opportunities with and for
persons with mental illness. Empowering and supporting the service users and exservice users by mobilizing communities for providing them with job opportunities and
shelter. The programme, which followed a results-based management approach,
improved the situation in the psychiatric ward, increased the number of those receiving
services through home visits and outpatient visits. More and more ex-patients are now

FIELDWORK SUMMARY REPORT

23

living and working in a community which is now more aware about the right of people
with severe mental illness. The teams at the same time started to improve the service
users’ nutrition and provided them with treatment of physical conditions including TB.

Discussion:
The severity of disability in general reflects the interaction between features of a person
and features of the society. Disability and morbidity experienced by people living with
schizophrenia is not purely caused by brain pathology. Similarly, poor physical health and
premature death are consequences of interactions between people with schizophrenia and
a society socially and functionally biased towards the population living with severe mental
disorder. People with schizophrenia die earlier not because schizophrenia per se is fatal
but rather because of the discrimination and lack of access to good health services, regular
monitoring for other risk factors for health and physical diseases, and poor family and
social support. A disempowered person with schizophrenia becomes incapable of self-care
as well.
The way forward
For decades, we have been rightfully advocating for “no health without mental health”.
This has been a popular slogan and is still valid. However, as coverage of mental health
services has escalated, we have become more concerned about poor quality services
worldwide. Time has arrived to call for “no mental health without physical health” as
well. (31). Realizing this wish requires serious efforts from all stakeholders.
Our knowledge on mortality among people with severe mental illness and its correlates in
low and middle income countries (LAMICs) is very limited. In a 2007 review, 86% of such
studies came from industrialized countries (32). In high income countries health literacy is
higher, better quality services are available and there is overall better monitoring of the
institutions and a greater frequency of regular check-ups for physical health of people with
mental illness. The situation is expected to be much worse in low and middle income
countries where the resources are poor, the institutions are poorly managed and access to
sound mental health care and physical care is limited. WHO has started fresh evidence
reviews and is sharing information on these important issues.
Many of WHO’s ongoing programmes also contribute to paving the way towards recovery
of people with severe mental disorders including schizophrenia.
WHO’s Mental Health Action Plan (33), endorsed by the World Health assembly in 2013
envisions and plans for all different aspects of services required to provide a healthy life for
people living with mental disorders including schizophrenia. The global plan emphasizes
that persons with mental disorders should be able to access, without the risk of
impoverishing themselves, essential health and social services that enable them to achieve
recovery and the highest attainable standard of health. WHO promotes global actions using
guidelines that are not only based on evidence but also observe the human rights of service
users, which is why obtaining recovery has been observed as one of the favourable
outcomes of access to services (33).
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The Mental Health Gap Action Programme of WHO (34) and its Intervention Guide (35) are
examples of WHO’s new approach in emphasizing psychosocial interventions in addition to
pharmacotherapy and in terms of a better focus on the health of service users in its totality.
The revision of mhGAP-IG is underway and the updated version will be published in 2015.
The updated version will provide us with guidelines which can further assure that harm is
reduced to its minimum and benefits are maximized in terms of a holistic approach to
service users’ health.
The QualityRights Project of WHO and its checklist provides a good opportunity for
monitoring the quality of services for people with mental illness including schizophrenia
(36).
There are a range of actions that could be taken by different stakeholders ; examples are
summarized here:
- People with schizophrenia: Exercising self-care and demanding for their rights
including the right to comprehensive health. Participation in decision making and
implementation of programmes on mental health.
- Families: Supporting and empowering the family members with schizophrenia
- Communities and civil societies: Empowering the people with schizophrenia,
removing stigma and discrimination, respecting their rights, facilitating inclusion in
economic and social activities, as well as including socially and culturally
appropriate supported employment. Meeting the families’ physical, social and
mental health needs. Working with local agencies to explore employment or
educational opportunities, based on the person’s needs and skill level.
- Health sector: Taking certain measures such as downsizing and ultimately
terminating institutionalization. Also providing high quality physical services and
regular monitoring for risk factors and side effects of treatments, tackling unhealthy
life styles, as well as identifying and treatment of common chronic physical
conditions among people with schizophrenia. Adoption of smoking cessation
strategies for and with service users and promoting smoke free service
environments. Coordinating with the service users as well as social, education,
housing, employment and other sectors.
- Social sector: Empowering and supporting people with schizophrenia to obtain
education, employment and housing as well as coordinating with health and other
sectors.
Acknowledgment: We acknowledge Dr G.Thornicroft and Dr J. Eaton for their technical
feedback on an information sheet which provided the starting point for this paper.
MTY, and SS are WHO employees, they are responsible for the views expressed in this
publication, and they do not necessarily represent the decisions, policy, or views of the
World Health Organization.
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